In a play of Calderon, the question is asked, somewhat rhetorically, 'What is the point of offering a man advice, when all he needs is money?' In the same vein, Governments are not short of advice that many if not all the ills of the Health Service could be cured simply by the provision of more material resources. While there is certainly some truth in this, it is very far from being the whole truth for reasons which will occupy a substantial part of this paper. Before coming to the constraints on governmental action in relation to the Health Service, I must draw attention to two personal constraints which quite properly limit the authority of my own remarks -I am the servant, not -the agent, of government; and my personal responsibility is limited to 'research and development ' (R and D) . While this area of responsibility is not lacking in significance, I must emphasize that I have no executive responsibility in the development of services; on the other hand, it may also be worth stating that my R and D responsibility extends beyond health into the area of personal social services, and even that of social security.
Constraints on the Role ofGovernment
Financial: Even if we leave aside the immediate financial stringencies, and if we concede further that this country is not at the top of the league in the proportion of the gross national product which is devoted to health; it remains true that a summation of all the demands which are made for increasing provision of health services would overtax the resources of any nation, however affluent. Intensive-care systems are available for respiratory and renal failure, for cardiac emergencies, and for the post-operative state; and some schedules of purely medical treatment approach such systems in cost. An outstanding achievement of the Health Service to date has been the diffusion throughout the country of standards of care which at one time were limited to major centres; but the sheer cost of some innovative procedures seems likely to prevent their general dissemination under any foreseeable financial circumstances.
Professional: Even if the financial resources were available, there are manpower limitations on universalizing those forms of health-care which are exacting of time as well as of money. Although we are quite properly increasing the capacity of medical schools, it must remain true that the same doctor cannot at the same time be in a dialysis unit, a coronary-care ambulance, and in a surgery or laboratory. There may be even greater limitations on other professions associated with medicine, notably that of nursing, but also in the professions which man the technical services which are indispensable for intensive care, specialized surgery, for laboratory investigations required to ensure accurate diagnosis, and to control treatment.
Administrative: Under this not altogether appropriate heading, I draw attention to two types of constraintthat imposed by the necessity of delegating many of the most important decisions to regional and area authorities; and that imposed by the need to preserve clinical freedom. While it is reasonable (though difficult) to arrive centrally at decisions on broad priorities, the measures required to meet them can only be determined at a level where there is detailed information on local resources and local needs. Delegation of this type is provided for in the newly reorganized health service; but the opportunities so provided have yet to be exploited, as indeed have also the opportunities arising from the disbandment of the tripartite structure previously in existence. In matters of practice, the Department rightly feels itself constrained by the need to respect the clinical autonomy of the qualified doctor.
More generally, the potential role of government in relation to the Health Service will depend on the general economic situation; on the share of national resources which can be allocated to the social services; and within the general area of social services, on the claims of health, personal social services, and social security. Health services are not likely always to be the unqualified beneficiaries at the end of a series of difficult choices.
It is my own belief that in view of these various constraints the health departments, acting as central organizations, have in fact got an important and positive role in the develop-Symposium on Constraints on the Advance ofMedicine 1307 ment of health services. But before turning to these possibilities, it is necessary to dissociate myself from two widely-held views which would either challenge their innovative capacity, or at the other extreme would completely change its direction. The first belief is that while the Department should indeed obtain as much as possible in the way of resources from central government, it should play only a passive role in their deployment. The second belief is that the whole direction of emphasis should be deviated from therapy to prevention, and when illness has been established, from 'cure' to 'care'.
My reasons for rejecting the first belief, that the Departments should play only a passive role, are severalleaving aside the repellent effect of a purely passive role on anyone with a spark of initiative, the central position of the Departments opens up for them the opportunity of implementing social priorities by means of policy statements and resource-allocation; and of comparing one region or area with another, so that lessons leamed locally may be applied generally. Most practical objectives can be achieved in more than one way, and comparison of these different methods can be achieved when a central body knows the different approaches which are being used. The same end can, of course, be achieved by publication; but random publication does not ensure that the information is assimilated, whereas a central organization can reasonably be charged with the task of collating reports from the regions.
In rejecting the second belief, I must clearly, after many years in the hospital service, admit the likelihood of bias. But I have not so far been impressed with the efficacy of primary prevention, which commonly involves so many factors that their control would amount to introducing a new way of life (not necessarily a bad thing, but equally not very likely to happen). Even when a single paramount factor can be identified, e.g. smoking in relation to lung cancer, the resistance of the population as a whole, in contrast to specially informed groups, is discouraging. On the cure/care aspect, the relative bluntness of end-point makes any testing of what is proposed even more vulnerable to a placebo effect than measures purporting to effect cures. I am not saying that 'care' is unimportant, merely that it is even more difficult to know how to set about it than it is to attempt a cure.
Possible Initiatives
It would indeed be presumptuous of me after only a short sojourn in a very large department to attempt any measure of comprehensiveness in describing the initiatives which are open to the Department. Because of my particular responsibilities, I may be forgiven for laying some emphasis on the possibilities for research into the operation of the modified service. But before attempting to outline specific initiatives, I should perhaps underline the general point that a major task, both centrally and locally, at the present time will be to maintain the existing service, and at the same time to grasp the new opportunities which re-organization brings. In the short term, the energies of authorities will be largely devoted to adjustment to the new relationships, and to the new roles which workers in the health service are expected to fulfil. This is the period when the newly-appointed community physicians will be called upon to establish themselves in their critical situation as the catalysts of functional unification of the formerly tripartite service. It would be hard to think of any initiative more challenging and more important than the one which they are being asked to perform. The progress of the new specialty can be greatly assisted by the focus provided by the Faculty of Community Medicine, and by the multidisciplinary training programmes organized in a number of academic centres. There are sure to be critical problems of recruitment, of communication, and of personal relations; but the concept of the community physician is basically sound, and the experiment, while it may occasionally falter, must not be allowed to fail.
The requirement to make the most effective use of resources which, however great, will always be limited in relation to potential needs, is recognized in the concept of a 'planning cycle'. The Department itself has been reorganized in such a way as to allow a more systematic planning programme, together with on-going evaluation of the effects of planning. This cannot, however, be a purely central process, and similar planning exercises are called for at all levels of administrative responsibility. Planning cannot be effective without an adequate supply of relevant information, and much work and study has gone into the central statistical services, and those which are being established locally. The Department's role here is to give a lead to a greater awareness of the ways in which resources can most profitably be deployed. The means by which the relative value of different provisions can be assessed is an important aspect of what is coming to be called 'Health Services Research'. The new arrangements for 'R and D' in the Department include a Health Services Research Board, on which experts from a number of disciplines combine with research officers from within the Health Departments. Although this particular arrange-ment is new, this is of course an area in which the Department, led professionally by Dr R H L Cohen and Dr J M G Wilson, have stimulated and supported research for years past. The scope of these activities is well set out in the two volumes of 'Portfolio for Health', published by the Nuffield Provincial Hospitals Trust in 1971 and 1973 . In 1974 the September number of the British Medical Bulletin, edited by Professor W W Holland, will be devoted to 'Research in Medical Care'.
Central to the study of medical care, and for that matter social care, is definition of the criteria by which services can be evaluated. One formulation of these criteria was provided by Professor David Donnison, in a paper for the Personal Social Services Research Group of the Department. His list is well worth quoting in full:
(1) What are the aims of the programme or programmes in question?
(2) How many people, and of what kinds, are potentially eligible for help from these programmes?
(3) What proportion of these people actually get help ? (4) What kinds of people are they, and who fails to get help ? (5) What determines who gets this help, and who does not ? (6) Does the service do any good or make any discernible difference? To whom? (7) What does this service cost? How do these costs compare with those of potential substitutes? (8) Who pays? (9) What does the publicthose served, those eligible but not served, and those ineligiblethink about the service? (10) What impact might the service make on the demand for and effectiveness of other services?
In conclusion, I would touch on a matter which may serve as a link with what Sir Cyril Clarke may have to tell us on the responsibility of the profession. Services can scarcely be better than is allowed by the professional competence of those who provide them; and the raising of professional standards and performance is of cardinal importance in improving the effectiveness and efficiency of services. Postgraduate education is vital, and the Department supports its provision on a substantial scale; but in my view it must be supplemented by some measure of what is being achieved. The various forms of self-assessment which come under the term 'medical audit' were discussed in a leading article, and in a series of papers, in the British Medical Journal of 16 February 1974. A jealous and proper regard for clinical freedom must make any central department wary of taking a lead in promoting medical audit. So I am giving a personal view when I say that clinical freedom is not to be equated with clinical licence; that there is public concern that low standards of practice should be raised towards the majority who practise well; and that audit is a priority task for our own profession, primarily because it is worth doing in its own right, but also preemptively, to prevent its being imposed by those whose eagerness greatly exceeds their insight.
What Should Now Be Done by the Profession?
by Sir Cyril A Clarke KBE MD PRCP FRS (Royal College ofPhysicians London NWJ) What I am going to do is to give you some practical suggestions for removing constraints, based partly on what has been said by the previous speakers. Dr Burgen raised the question about the health of science as a whole. I feel that one constraint on this is the failure of communication, particularly between government departments and doctors, and the way to improve matters is to get rid of gobbledygook. The Royal College of Physicians recently gave language scholarships in French and German to help those working in the EEC. It might well give similar awards in English for some of those working in medical administration.
Sir George Godber dealt with the problem of applying new advances. True there are difficulties, and one of these has been highlighted by the DHSS. The Royal College of Physicians' report on ethics (page 2) states: 'If advances in medical treatment are to continue so must clinical research investigation. It is in this light therefore that it is recommended that clinical research investigation of children or mentally handicapped adults which is not of direct benefit to the patient should be conducted, but only when the procedures entail negligible risk or discomfort and subject to the provisions of any common and statute law prevailing at the time. The parent or guardian should be consulted and
